Introduction With increased use and sensitivity of cross sectional imaging more incidental pancreatic cystic lesions are found. Studies have demonstrated a prevalence of 2.5% of cystic pancreatic lesions in asymptomatic patients on MRI and CT scanning. Cystic lesions have a wide variety of radiological appearances and prognostic outcomes. We aimed to review cases found to have incidental pancreatic cysts on CT scanning and ascertain the concordance between CT and EUS and the management of such lesions in a non-pancreatic centre.
Methods We retrospectively reviewed patients undergoing EUS for pancreatic cystic lesions found on incidentally on CT scan between 2010 and 2012. Twenty-five patients were included. Solid lesions with a cystic component were excluded. Results There were 15 female; 10 male. Indications for CT scan included abdominal pain 32%; weight loss 16%; jaundice and suspected stone disease with abnormal USS 16%. In all cases there was no preceding clinical suspicion of pancreatic cysts/disease. Median number of cysts was 1 (1-4); mean size 3 cm (1-11 cm). In 70% of cases the cyst was >3 cm; and <3 cm in 30%. They were located in the HOP 36%; BOP 32%; TOP 16%; NOP 4%; multiple sites 12%. The cyst was aspirated +/-biopsy in 12 (48%) cases, of which in 2 (16%) this changed the CT diagnosis. Final diagnosis was pseudocyst 10 (40%); IPMN 6 (24%); simple cyst 2 (8%); serous cystadenoma 2 (8%); mucinous cystadenoma (MCA) 1 (4%); cystic adenoca 1 (4%); wegeners cyst 1 (4%); renal cyst 1 (4%). In 32% (8 cases), the EUS findings were inconsistent with CT findings, due to IPMN and MCA in the vast majority. Greatest concordance between EUS and CT findings was in the diagnosis of pseudocysts. Conclusion Increasing number of asymptomatic pancreatic cysts found incidentally will undoubtedly cause increased referrals to tertiary pancreatic centres. EUS is a better imaging modality with additional benefit of attaining samples. Performing EUS +/-cyst FNA provided an alternative diagnosis to CT in a significant percentage (32%) of patients and helped streamline referrals for tertiary opinion. EUS should be considered in all patients presenting with incidental pancreatic cysts on cross-sectional imaging. This may be performed at the index hospital (if nonpancreatic centre) and should not be restricted to tertiary HPB centres if operator experience and confidence allows. Disclosure of Interest None Declared.
Introduction Secretin enhanced magnetic resonance cholangiopancreatography (S-MRCP) has been used as part of the diagnostic algorithm for the diagnosis of patients presenting with acalculous biliary type abdominal pain (ABAP); the exact role of this diagnostic modality is unclear. The aim of this study was to assess the diagnostic yield of S-MRCP in a large HPB tertiary referral centre in the investigation of patients with ABAP.
Abstract PTH-104 Table 1 Findings on S-MRCP in patients who had a normal MRCP and / or a normal EUS (Table 1 ). In the present study 78 (67%) patients had EUS. Out of the 41 patients who had a normal EUS, S-MRCP was able to identify significant pathology in 21 (54%) patients (Table 1) . Conclusion This study suggests that S-MRCP has a 22 and 54% additional diagnostic yield in ABAP patients who have a normal MRCP and a normal EUS respectively. The commonest abnormality identified in these patients on S-MRCP was obstruction at ampulla or proximal PD. S-MRCP should be considered in the diagnostic algorithm of patients with ABAP.
Introduction "Double-duct" sign on ERCP (Endoscopic retrograde cholangio-pancreatogram) is considered suggestive of pancreatic or biliary malignancy. This sign is frequently encountered in radiological imaging. We wish to investigate the prognostic value of the "double-duct" sign in patients who undergo Magnetic resonance cholangio-pancreatography (MRCP), attempting to define the associated features which would predict underlying malignant disease.
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Methods A retrospective analysis of all the patients who underwent MRCP over a two year period; January 2011 to December 2012 was undertaken. All the radiological reports showing both a dilated common bile duct (CBD) and pancreatic duct (PD) or the "double-duct" sign were included. These were all interpreted and reported by specialist gastrointestinal radiologists. The demographics, liver biochemistry, final diagnosis and outcome for all patients with the "double-duct" sign were accessed using the radiology PACS® system, biochemical results WebICE®, hospital letters and case notes. Follow up information was available for a mean of 24months (range 12-36 months). Results 1,367 patients underwent MRCP examination over two year period. 46 patients (3.5% incidence) had "double-duct" sign (Table 1. ) with a mean age of 69.5 years. The ratio of male to female patients was (M:F) 12:11. The commonest cause of "double-duct" sign was choledocholithiasis (29.4%) followed by malignancy (26%). Patients with jaundice in the context of "double-duct" sign had a higher incidence of malignancy (48%). Nearly half of the patients, (21/46; 46%) with "double-duct" sign were anicteric. None of the anicteric patients were found to have malignancy. Of the anicteric patients, 29% (6/21) had completely normal liver test and the remaining 71% (15/21) had some abnormality of the liver enzymes (raised GGT and/or Alkaline phosphatase). Three patients in the anicteric group had benign tumours (2 cases of benign IPMN and 1 case of benign ampullary tumour). The benign nature was confirmed on clinical and radiological follow-up. No surgical intervention was deemed appropriate for any of these patients. All three remained anicteric over the period of follow-up (13 months; unrelated death, 18 and 36 months respectively). Our results show that "double duct" sign in the absence of jaundice makes a malignant aetiology unlikely. Conclusion In patients with cross-sectional imaging evidence of "double-duct" sign, the absence of jaundice makes a malignant aetiology unlikely. Conversely, in jaundiced patients a malignant cause is much more likely. Figures from larger series are needed to support this conclusion. 
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